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ABSTRACT 
KAREN KINMAN 
A CONTENT ANAL YSfS OF FIVE SCHOLARLY JOURNALS: WHAT 
HAS BEEN WRITTEN ABOUT MEDICAL 
FAMILY THERAPY? 
MAY2010 
The family is the context in which diseases are managed and treated. Often, 
hospitals and medicine are a new culture through which families have to navigate. 
Medical family therapy is the biopsychosociaJ treatment, by family psychotherapists, 
within a family systems framework, of individuals and families who are deal ing with 
medical problems (McDaniel. Hepworth, & Doherty, 1992). A medical family therapist 
can provide the s upport patients and families need as they accompany them through their 
expenence. 
Medical family therapy is defined in a variety of ways across disciplines in the 
healthcare field and within the field of family therapy itself. [t has been described as 
psychotherapy, collaborative care, and even as a family therapy model. The purpose of 
this research project was to ascertain what bas been written about medical family therapy 
in five scholarly journals, Family Proces:r Families. Systems. & Health; Family Practice; 
the Joprnal of Family Therapy; and the Journal of Marital and Family Therapy, since the 
phrase medical family therapy was coined in 1984 by McDaniel, Hepworth, & Doherty. 
The first part of this research project was a content analysis to determine the 
frequency of articles with the term medical fami ly therapy published in all five scholarly 
VI 
journals and which discipline generated those artic les. The second part of this inquiry was 
a qualitative analysis of those articles with the term medical family therapy in its content 
to determine what is being written about medical family therapy. 
There was a total of 5,234 articles, 48 of those (0.92%) contained the term 
medical family therapy in its content. Families. Systems. & Health generated the majority 
of medical family therapy articles, containing 4.43% of the total of its published articles. 
Family Process had 0.12% of its total of published articles pertaining to medical family 
therapy, the Journal of Family Therapy (. 15%), Journal of Marital and Family Therapy 
(.93%), and the journal of Family Practice had no articles containing the term medical 
family therapy. Family therapy and medicine were primary contributors, with the 
majority of authors contributing some role in academia as well. Five salient themes 
emerged: Agency and communion, the role of power, collaboration, culture, and 
knowledge base and competency. 
Research in the efficacy of medical family therapy in the treatment of physical 
illness is extremely rare, with only two randomized control studies noted. Family 
therapists can have a significant impact in the health and well-being of patients, families. 
and communities, and their expertise in systems is sorely needed on a more global level 
in policy making. Research needs to be done by family scientists and family therapists in 
this area. 
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CHAPTER I 
LNTRODUCTION 
Medical family therapy is distinguished from other disciplines by "its constant 
attention to medical illness and its role in the personal lite of the patient and the 
interpersonal life ofthe family." (McDaniel , Hepworth, & Doherty, 1992, p. 4). The 
disciplines of behavioral medicine and consultation-liaison psychiatry traditionally focus 
on the individual patien~ work within a biomedical model, which includes ruagnosing 
aCld pathologizing behavior, and do not have extensive training in family systems 
(McDaniel et al. , 1992). This chapter will elaborate on the need and development of 
medicaJ family thempy, its social utility, and integral role in collaboration with the fieJd 
of medicine. 
As acute illnesses have been effectively managed or eradicated by medicine, 
chronic diseases have become of primary concern today. Chronic illness impacts patients 
and their fami[jes on multiple levels: physical, emotional, mental, social, spiritual , 
culturaJ, developmental, and financial. ft is in the context and environment of family in 
which disease develops and treatment often takes place (Doherty & Baird, 1983; Watson 
& McDaniel, 2000). A family member is often the caregiver, as cost and managed care 
has s.hi.fted care from hospitals or nursing facilities to borne (Campbell, 2003~ McDaniel 
& Campbell, 1998), and there is evidence that careh,-jvers suffer more from depression 
and anxiety in addition to physical illnesses (Campbell, 2003; Gauthier, Vignola, Calvo, 
Cavallo, Moglia, Sellitti, et al. , 2007). 
rncreased specialization of physicians, technological advances in biomedicine, 
and an increase in the exorbitant cost of healthcare have created tremendous burdens on 
patients and their families (McDaniel et al., 1992). Advances in neonatal medicine have 
enabled very low birth weight pretenn infants on the edge of viability to survive, but not 
without consequences to parents, families, and communities. Pati.ents and families are 
confronted with new ethical, legal, and religious dilemmas that can impact them for a 
lifetime (McDaniel et aL , 1992). Risks of intraventricular hemorrhage (bleeding inside 
the brain), life threatening necrotizing enterocolitis (injury to the bowel), and patent 
ductous arteriosis (opening in the heart) wbicb may require surgical intervention, are 
extremely high in premature infants. Parents experience the stresses of unknown long-
term outcomes of developmental delays and disabilities in addition to present and future 
financial stresses. They also experience tremendous loss and grief, such as loss of a 
perfect newborn baby, loss of dreams, and, initially, the loss of their role as parents. A 
medlcal family therapist can provide the support families need as they accompany them 
through the experience. 
Burdens on tamilies are also created by treatment protocols of chemotherapy, 
radiation, and/or surgical interventions for the diagnosis of cancer (McDaniel et al. , 
1992). The illness can often be seen as an additional family member, affecting role 
realignments or achvating old family patterns of response to grief, Joss, illness, aod care 
giving (Ellenwood & Jenkins, 2007; McDaniel et al., 1992; RoUand, 1994). Similar to 
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parents v ho have a premature infant in the neonatal intensive care unit (NTCU), families 
with chronically ill members may be unaware of their own developing symptoms of post 
traumatic stress related to the onset and course of the illness (Ellenwood & Jenkins, 
2007). The medical family therapist sees the family as members who may need care 
themselves, rather than only as a resource for health care professionals to turn to for help 
with the patient (McDaniel et al., 1992 ). 
AIDS touches the developmental, social , cultural, spiritual, physical, emotional, 
and mental well-being of patients and their families, hitting the core of family functioning 
and its rules surrounding love, sexuality, and trust (McDaniel et al., 1992). Psychosocial 
services must be provided to a highly vulnerable population who lack resources on 
multiple levels. Healtbcare professionals working with these patients are at greater risk 
for contracting the virus and even f,JTeater risk for burnout (McDaniel et al. , 1992). A 
medical family therapist is necessary to heJp the staff and medical team in addition to the 
patients and their families. 
Families are also linked to illnesses brought on by lifestyle choices such as 
addictions and eating disorders- smoking. alcohol, obesity, anorexia, bulimia- which are 
commonly seen in physicians' offices and hospitals (McDaniel et aL> L992). Due to 
multidimensional causes and implications, a medical famjly therapist brings an essential 
treatment approach by his/her knowledge of fami lies and working systemically within a 
b iopsychosoc ial framework. A medical family therapist helps to negotiate through the 
Jaeger healthcare system which includes insurance, the medical team, the hospital, and a 
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family's own system, while considering the typology of the illness and developmental life 
stage of the family (McDaniel et al., 1992). 
Medical family therapy is not solely the addition of a family therapist to the 
healthcare team; it brings a new paradigm in which there exist relationships among all 
involved in treatment (Doherty & Baird, 1983 ). fn addition, knowledge of medications, 
disease, and medical treatments are essenliaJ. For example, diabetes and some blood 
pressure medications can affect sexual functioning, and thyroid problems can present as 
depression, forgetfulness, and fatigue. 
Illness can elicit a sense of hopelessness and isolation. The goals of medical 
family therapy are to establish a sense of agency and communion (McDaniel et aJ., 1992). 
Medical family therapists help patients and families achieve a sense of autonomy by 
making their own choices regarding their health and illness (agency), and, to achieve and 
maintain a sense of connection with tl1e heaJthcare team, their social networks and the 
community (communion). 
The connection between mind and body, and the influences and perceptions of 
stressors having significant impact on healt~ well-being, and illness have been 
established. Sociocultural, biochemical and celluJar levels are affected by the stress 
response (Iladdy & Clover, 200 I). There is no separation of the mind from the body. For 
optimal care in meeting the needs of patients, physicians have to consider the 
psychosocial realm and family therapists have to consider the biological. McDaniel, 
Hepworth, and Doherty ( 1992) stated this eloquently: 
Tht! age of innocence is over. We now know that human life is a seamless cloth 
spun from biological, psychological, social and cultural threads~ that pa6ents 
come with bodies, as well as minds, feeJings, interaction patterns and belief 
syStt!mS, that there are no biological problems without psychosocial implications, 
and no psychosocial problems without biological implications. (p. l) 
Family Practice Medicine 
It was the discipline of medicine, not family therapy, which recognized the need 
for and embraced this integration of mind-body-spirit (McDaniel et al. , 1992, Troost & 
Filsinger, 1993). In the early 1800s. physicians had close relationships with their patients 
and families attending to the spiritual , emotionaJ , psychosocial, and physicaJ needs with 
minimal equipment and surgical techniques (McDaniel et al. , 1992). fn the early 1900s, 
the shift towards evidence-based science grew, and with it evolved an increase of 
specialization in medicine. The prevalence of fami ly physicians or general practitioners 
(GP) gradually declined. This decline in general practitioners (GP) or family practice 
physicians, along with the public concern and perception of fragmented, 
compartmentalized care, led to the development of the discipl ine of family medicine in 
1.979 (Dennis, ·'The History of Family Medicine," p. 8). 
fn the 1970s, there was also a new paradigm developing within the field of 
medicine. Engel ( 1977) chaUenged the traditional biomedical model , which reduced 
patients and their diseases to biological and physical processes, and proposed a more 
comprehensive model which considered the relational aspects of being human. The 
biopsychosocial model was the integration of general systems theory and biology. It 
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attempted to understand how psychophysiologic responses impact somatic factors, how 
communication of symptoms and treatment interventions are impacted by a patient's 
understanding, and how relationships between the patient and health care providers afTect 
communication and treatment (McDaniel, Hepworth, & Doherty, L992). The dominant 
biomedical model continues to be the rubric of medical practice; however, the discipline 
of family medicine has gone forward in integrating biology and family systems theory. 
Tbe Development of Medical Family Therapy 
The development of the specialty of family practice in the field of medicine 
coincided with the increasing popularity ofthe discipl ine of family therapy. The field of 
family therapy was thriving in the middJe of the 1970s and 1980s with the opening of 
new schools and the pioneers in the field to lead them. In the famlfy therapy field, 
application of family systems to medical problems was exemplified by the works of 
Minuchin, Baker, Rosman, Liebman, Milman, and Todd (1975) with the psychosomatic 
fami ly model and research of family interaction processes related to diabetes and asthma. 
rn 1977, John Weakland published, "Family Somatics: A Neglected Edge", bringing the 
application of family systems theory to health and Lllness. His stance was a critical one 
towards the discipline of tamily th~!rapy, wbjch separated itself from the arena of physical 
iJJness, lirnjting its scope of practice and research. A patient's emotional involvement in 
the family system is a major component towards the understanding of disease processes 
(Weakland). 
MedjcaJ family therapy grew out of the field of family therapy. McDaniel, 
I fepworth, and Doherty coined the term in 1984, during their involvement in training 
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medical students and residents introducing a biopsychosocial systemic perspective. 
Family systems theory began to be used by family and psychiatric nurses in 
undt!rstanding their work with patients and families (GifJis, Highley, Roberts, & 
Martinson, I 989~ McDaniel et a t., I 992). The medical fami ly therapist was integrated 
into the medical team, collaborating with doctors and nurses to address the 
biopsychosocial aspects of health and iJiness (McDaniel et al., I 992). 
Statement of the Problem 
Medical family therapy is defmed in a variety of ways across disciplines in 
the hcalthcare field and within the field of family therapy itself It has been described as 
psychotherapy together with psychology and psychiatry, and psychotherapy in the fonn 
of collaborative healtbcare, not necessarily involving families. The different definitions, 
in tum, impact how medical family therapy is perceived and practiced. The use of the 
tenn medical furnily therapy is not found consistently within the literature. This presents 
a problem with credibility, I!Stablishing its legitimacy in the healthcare field, and the 
process of research. Kuhn ( 1996) posits the significance of developing a universally 
shared language within a scientific paradigm, so researchers in that field and across 
disciplines can work with and understand each other. Underlying principles and 
assumptions are needed to provide the framework upon which to practice, and guide the 
direction of research. 
Purpose of the Study 
The purpose of this study was to ascertain what is being written about medical 
tami ly therapy in five scholarly journals: Family Process; Journal ofMuritul and Family 
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l'lwrapy: Journal vj Funuly Therapy ; Fwml!es .. )'ystems. & Heulth; and Fumily Prucllce, 
since the phrase medical family therapy was coined by McDaniel, 1 !epworth, and 
Doherty in 1984 until2009. 
Research Question 
The generaJ research question guiding trus analysis was the following: What has 
been written about medical family therapy in selected scholarly journals (Family Process; 
Journal of Murital and Family Therapy; Journal of Famtly J11erapy; Families, Systems, 
& Health; and Family PracJice)? This research question provided the framework for the 
coding and anaJysis of articles containing the term medical family therapy as the 
psychotherapy component in healtbcare. 
Definition ofTerms 
For the purposes of this study, the following operational definitions apply: 
/vfedical Fwmly Therapy: The biopsychosocial treatment, by family 
psychotherapists, within a family systems framework, of individuaJs and families 
who are dealing with medical problems (McDaniel et aL, 1992). 
8iupsychosocial Approach: The inclusion ofbiological , psychological, social, 
cultural, and developmental factors in healthcare assessment, evaluation, and 
treatment of families and illness (McDaniel et aJ., 1992). 
( ·olluboration: Partnership between medical providers and family therapists 
within a biopsychosocial approach to health and illness (McDaniel et al., 1992). 
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Assumptions 
The following assumptions ground this investigation: 
I. There are no biological symptoms without psychosocial issues and no 
psychosocial problems without physiologic implications (McDaniel et al., 
1992). 
2. Minimal research exists on the efficacy of medical family therapy in the 
treatment of families coping with physical illnesses. 
3. Medicine and family therapy, working in a collaborative practice. leads 
to opti maJ heal thcare. 
4 . All families cope with illness and health-related issues. 
5. Family dynamics impact iJJness and iJiness impacts family dynamics. 
6. Fam ilies and their members need support and care in their own right. 
7. Families can be a buffer/support or a stressor for patients. 
8. Upon diagnosis and treatment, the patient. the fam ily, and the healthcare 
team becomes a system. 
9. Chronic diseases have their own development and time phases (Rolland. 1994). 
Delimitations 
The delimitations for the purpose of this research study are the following: 
I. Only refereed articles published from 1984 until 2009 which contain the term 
medical family therapy were the focus of this study. 
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2. On! y the selected journals r:amt~v Process; !'l1e Journal ofA!unial ancl Famtly 
fherapy: Fwmltes, .\ystems. & Health: ll1e .Journal oj Famtly n1erapy; and 
Fwmly Pruc:tic:e were the sample for this inquiry. 
Summary 
This chapter discussed the necessity, development, and role of medical family 
therapy as an integral component in collaboration with medical care. Biomedical 
advances in diagnosis and treatment interventions create tremendous burdens for patients 
and families that can impact them for a lifetime. Medical family therapy works within a 
biopsychosocia l systemic framework alongside medicine to attend to patients and their 
families, in addition to providing support to the medical team. Since there are various 
interpretations in how medical family therapy is deftned, the purpose of this study was to 
ascertain what is being written about medical family therapy in five scholarly journals 
since the phrase medical family therapy was coined by McDaniel, Hepworth, and 
Doht:rty m 1984 unttl 2009. 
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CHAPTER II 
LITERATURE REVIEW 
This chapter will provide a review ofliterature on illness and families apart from 
those articles which will be included in the research sample. The articles obtained from 
Lhe literature review were generated from the journals included in the study sample. 
Linville, Hertlein, and Lyness (2007) conducted their own literature review of medical 
family Lherapy and acknowledged, along with Campbell (2003), the lack of randomized 
control studies in medical family therapy, or in the efficacy of family therapy as a 
treatment intervention for patients and families coping wilh chronic illness. 
History and Development of Medical Family Therapy 
In the 1 970s, family therapy and family practi.ce medicine were evolving and 
growing. As Engel ( 1977) challenged the reductionistic biomedical model for a more 
comprehensive biopsychosocial paradigm, family systems theory was beginning to be 
applied to physicaJ iJinesses. However, the reaJization that families affect the course of 
illness and any exacerbations has been known as early as the 1920s. The Peckham 
experiment (Ransom, f 983) was a longitudinal study on families in a community health 
center in London, which demonstrated the recursive relationship of families and health 
and illness. [n 1937, theMacy Project, a longitudinal study of 15 families in the United 
States demonstrated the mutuaJ influence of families and health, and elicited the , 
cooperation o f public health~ medicine and psychiatry at Cornell Medical College, and 
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social work and nursing at New York Hospital (as cited by McDaniel , Hepworth, & 
Doherty, 1992). 
Curiously, as family therapists were slow to embrace the integration of the 
biological wtth psychosocial components in health and illness (McDaniel et al. , 1992), 
many of the pioneers io family therapy, (CarJ Whitaker, John Weakland, Salvador 
Minuchin, Lyman Wynne, and Murray Bowen) did. Whitaker, along with Malone, co-
authored a chapter in their book, The Roots ojP.~yclwtherapy ( 1953), elaborating on the 
biological foundations of psychotherapy (as cited in McDaniel et al., 1992). Bowen's 
theory of the fam ily can be described as an evolu6onary theory, with the primitive brain 
and the more evolved component of the brain playing a role in differentiation, which is 
the ability to separate feeling from thjnk.ing in order to make thoughtful decisions, as 
opposed to decisions based on emotional reaction. 
Later, in the middle to late J 970s, as family systems theories were thriving, 
Salvador Minuchin, and his colleagues, Rosman, Baker, Liebman, Milman, and Todd 
( 1975) applied structural family therapy to illness, describing the psychosomatic family 
model. They found family interaction patterns influenced the conditions of diabetes and 
asthma. Minuchin 's structural family theory had also proved effective in treating anorexia 
nervosa patients and their families (Mjnuchin, Rosman, & Baker, 1978). Lyman 
Wynne's work with schizophrenia connected the biological with psychosocial and 
communication characteristics of the tamily (McDaniel et al., 1992). Weakland ( 1977) 
spurred ruscussion in the field of family therapy by challenging therapists and researchers 
to broaden th<! scope of their djscipline ro include biology. 
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An integral step in the growth process of a new scientific paradigm includes the 
creation of scholarly works and journals which provide a forum for pubtishjng 
theoretical, scientific, and clinical information to further research (Kuhn, 1996). Family 
.\) •stems Medu.:me was founded in 1983 by Don Block, Donald Ransom, and Michael 
Glenn. It was a pioneering journal in its time because it connected scholars across 
disciplines with its focus on famiJy systems and mental and pbysicaJ health and illness. 
Collaborations with family therapy and family practice merucine began with 
McDaniel, Hepworth, Doherty, Bair~ and Campbell. fn 1983, Doherty and family 
practice physician Macaran Baird co-authored a book for family practice physjcians 
entitled, Famlfy Therapy and Family Medicine. They elaborated on how the family 
system and physical illnesses and/or common complaints seen in the physician's office 
were integrally connected, and gave the family practice physician insight in how to 
recognize and approach symptoms of a psychosocial nature, in addition to knowing when 
to refer for more in-depth therapy. 
McDaniel, Hepworth, and Doherty coined the term, medical family therapy, in 
1984, during their involvement in training medical students and residents introducing a 
biopsychosocial systemic perspective. Their book, Jv!edical Family Therapy: A 
Bwpsychosocial Approach to Familtes wlfh Health Problems (1992), is a comprehensive 
work describing the evolution of merucal family therapy within the discipline of family 
therapy, and the necessity of integrating mind and body jn the treatment of disease. John 
Rolland ( 1994) expanded trus biopsychosociaJ model by developing his Family Systems-
Illness Model, to incorporate the typology of iJlness. In addition to the famjJy system, 
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dlnl!sscs have characteristics that impact family dynamics; and different diseases present 
differently in tenns of acute and chronic events. The initiaJ diagnosis of an illness (acute 
phase), its chronic phase (learning to cope), or preterminal/terminal phase each impose 
dcvdopmentaJ and p ychosocial demands on the family. The developmental stage of the 
fami ly and their experience of the illness requires significant consideration as well. 
Selected Applications 
Chronic illnesses like diabetes, asthma, and hypertension have physiological 
c hanges that can be measured by laboratory values or diagnostic tests sucb as that which 
measures pulmonary function. Self-reports of function and improvements in li ving with 
illness is aJso a valid measurement (Campbell , 2003). Although many adults are coping 
with chronic diseases, like diabetes, there are more studies of children who have chronic 
illnesses and their family functioning than with adults. 
Ochs, Seemann, Franck, Wredenhagen, Verres, and Schweitzer (2005) presented 
a mixed-method study of 38 children and adolescents, which looked at changes in family 
interaction patterns and therapy outcomes at a nine month follow-up in a child and 
ramily-oriented psychosocial treatment program for pediatric headaches. Treatment 
consisted of ten child and adolescent group hypnotherapy sessions, three parents' 
evenings, (which focused on helping parents communicate questions, feelings, and 
problems regarding their chlld 's headaches, as well as addressing parenting and family 
issues surrounding the headaches), and three systemic family interviews/ counseling 
sessions with a therapist. Participants with posi tive fami ly interaction changes showed a 
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64°o reduction of global headache burden. Only a 17% reduction was noted in t~unilics 
whose interactions remained unchanged or worsened. 
The only randomized control trials of family therapy for childhood illnesses arc 
two looking at severe childhood asthma (Campbell , 2003). A total of 55 children were 
tncluded m these two trials. The objective was to assess the effects of family therapy in 
add1t1on lO medication versus medication alone. One study showed pulmonary function 
tests and daytime wheeze improved in the family therapy group compared to controls. 
The other study, (with different measurement of outcome) noted the family therapy &rroup 
showed improvement in overaJJ clinical assessment and number of impaired days (Yorke 
& Shuldham, 2005). 
Knowledge of specific diseases and their typology and course of illness is a 
reqUirement for family therapists to have when working with families in clinical settings, 
as families cope with illness. These classical works provided the foundation for 
add1 t1onal research. 
Summary 
This chapter presented an overview of the history of I iterature which provided the 
foundation for further inqwry in the field of family systems medicine and medical tamily 
therapy. The classic works of the pioneers in the field of family therapy with regard to 
physical health and illness coincided with the growth of family medicine during the same 
t1me period. Although more research of tamily dynamics and illness exists \vith 
childhood diseases and conditions, much more needs to be done with adults. 
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CHAPTER 111 
METHODOLOGY 
Th1s chapter explains the content analysis methodology chosen for this research 
project. Content analysis is a "research technique for making replicable and valid 
in t~rences from texts (or any other meaningful matter) to the contexts of their use" 
(Krippendorff, 2004, p. 18). Artwork, images, symbols, and other artifacts may be 
identified or defined as text; however, for the purpose of this project, text was confined to 
the written word. This methodology sterns primarily from the social and behavioral 
sciences, and follows the rules and standards of scientific research (Neuendorf. 2002). 
This research project is a descriptive analysis, identifying and describing articles 
\: hich contain the tenn medical family therapy. Constructs, assumptions, properties, and 
the defirution of medical family therapy (from chapter one in this study) focused the 
researcher on certain concepts and helped derive coding rules and values by the way the 
concepts were defined (Potter & Donnerstein~ 1999, p. 259). Operationalization of this 
study took the form of classifying, coding, and analyzing the data (Babbie, 2004). Key 
\"ords, salient themes and/or topics from the articles chosen from the five journals, were 
recorded. 
SampJe 
The purpose of this study was to ascertain what is being written about medical 
fami ly therapy in five scholarly journals since the term medical family therapy was 
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~omed by McDaniel, Hepworth, and Doherty in 1984 until 2009. The sample population 
for this research study included art1cles in all issues of the five peer-reviewed journals, 
Family Process; Families, Systems, & Health; Journal ofMantal and Family 'l'lzerapy; 
Journal of Family l'lrerapy; and Family Practice published from 1984 to 2009, which 
mcluded the tenn medical family therapy in its content. Book reviews, honorariums to 
any particular scholars, introductions, commentaries and responses, and forwards were 
excluded in this inquiry. 
Farmly Process was chosen because it is a mult1<lisciplinary international journal 
that contributes to research, training, and theory of families and family therapy (Kaslow, 
··About Famtly f'rocess··, para. I). It is indexed in Abstracts of Research in Pastoral Care 
and Counseling, Abstracts for Social Workers, Care and Counseling, Family Research 
Database, fndex Medicus, Psychological Abstracts, Sage Publications Family Studies 
Abstract, Social Work Research Abstracts, Sociological Abstracts, Social Services 
Abstracts and the International Bibliography of Periodical Literature on the Humanities 
and Social Services (Family Process, "Subscriber information", para. 2). Famlfy Process 
is a ·ibrnificant resource for mental health practitioners regarding research and theory of 
family systems for clinical practice. 
The Journal vfMarrtal and Family 1'l1erapy is published by the American 
Association for Marriage and Family Therapy and has over 20,000 subscribers. Current 
research, theory, and clinical practice in the area of marital and family dynamics are 
exemplified through peer-reviewed, scholarly works. ft is indexed in multiple databases, 
rncluding: EBSCO, AgeLine Database (AARP), Current Contents/Social & Behavioral 
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Scu:nccs. Family Index, Index Mcdicus/MEDLINE (NLM), MEDLINE/PubMed, 
Proquest Databases, Psychological Abstracts/PsychiNFO (APA), SCOPUS (Elsevier), 
and Social Sciences Index/ Abstracts (Journal ofMarital and Family Therapy, "Journal 
mformation ... Journal of Marilal and Famt!y 1'l1erapy, "'Aims & scope'"). 
l'he Journal of Family Therapy was chosen because of its systemic focus and its 
ongm from the United Kingdom. It is publlshed by the Association for Family Therapy 
and System ic Practice. Its systemic framework guides the content of the journal when 
publishing current scholarly works in research, theory, and clinical practice with couples, 
ramrlics, and broader professional networks and groups. Its global perspective is seen in 
1ts cd1torial board which includes leading professionals and academics from around the 
world (Journal of Family Therapy, "JoumaJ information"). 
Fwm!tes, Systems, & Health, (originally titled Family Systems Medtcine), the 
journal for collaborative healthcare, is published by the American Psychological 
Association (AP A). ft is a multidisciplinary journal that publishes scholarly works on 
research, training and theory with a particular focus on collaborative fami ly healthcare 
( Funuhes. Systems, & Health, "Journal description''). [t is indexed on multiple databases 
inc.:luding: Academic Search Complete, Alt-HealthWatch, CfNAHL, Current Abstracts, 
Family Studies Abstracts, MEDUNE, PsycTNFO, Psychology and Behavioral Sciences 
Collecuo~ PubMed, SCOPUS, and Sociological Abstracts (f(.mulies, Systems, & Health, 
· Abstracting and Jndexing Coverage") 
The journal of Family Pruc:Jice is a peer-reviewed journal which includes 
~\ 1dence-based research and practice m the discipline of family medicine. PubMed, 
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Mc:dLine w1 th full text, Academic Search Complete, Psychology and Behavioral Sciences 
Collection, a nd Health and Wellness Resource Center are among the databases on which 
11 IS indexed (Fumily Practice, "Abstracting and fndexing Coverage"). 
Population 
This sample population for this research study included articles in all issues of the 
live JOurna ls published from 1984 to 2009 which contained the term medical family 
therapy in its content. Articles were defined and described as theoreticaJ, research, 
training, or clinical practice. 
Data Collection 
The researcher retrieved all issues of the four journals published from 1984 to 
1009 from Texas Woman's University library. Family Practice journal was retrieved on-
line from Louisiana Tech University. Each article was read and analyzed by the 
researcher who kept in mind the primary research question, "What has been written about 
medica l family the rapy in selected scholarly journals?'' Articles which include the term 
medical fami ly therapy were read in detail and coded by content. 
Categories for Coding 
Conrent analysis is a research methodology whjch considers the nature of content. 
Manifest content is that which is easily observable, such as a written word or phrase in a 
text (Potter & Levine-Donnerstein, 1999). The researcher scanned each issue of the 
JOUrnals se lected for this study for content of the tenn medical family therapy. Those 
articles which contain the tenn medjcal fami ly therapy were then read and evaluated by 
the researcher. 
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Lalenll:Onicni i~ lht: um.krlying meanmg of text, the depth of the communication 
(Babbtc, 2004). Reading texts, phrases, or paragraphs is a qualitative process as the 
r~ader interprets the meaning of the written word. The researcher began the process of 
Lategorizing information by ~electing key words or phrases which related/described 
rnethcal family Lherapy and then documented on the coding shct:l (Appendix A). The 
resea rche r also made narrative notes about the article and its content. 
The Coding Worksheet includes the name of the journaJ, full citation of the 
anicle, a section for narrative notes, and predetem1ined categories of theory/academia, 
n.: carch, training, and clinical pra.ctil:e. Documentation of author(s') professional 
credentials and affiliations were also included on the Worksheet. 
Treatment of Data 
The total numbers of articles from each journal were recorded to provide a 
ba~dine in order to obtain pcrcentagt:s and frequencies ufthe occurrence of medical 
family therapy JOurnal articles. Alter reading the article, the researcher documented 
author and his/her professional affiliation, in addition to key words, and phrases. Data 
tegarding the discipline of the author were presented quantitatively. The primary content 
them\!~ in the: article wert: p1e~tmled as qualitalivt: data. Appendix 8 <.:ontains a list ofthc 
articles from each of the five journals that met the selection criteria to be included in this 
. tudy. A ppendix A is the Coding Worksheet which provided the structure and guidelines 
for lhe presentation of the data. Initially, the researcher addressed each of the categories 
indiva.lually to observe primary cunlenl themes which would emerge. However, a strong 
similan ty of content was appearing across each of the categones. To simplifY and obtain 
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more uniform results, the categories were then grouped together in round three of the 
coding process which illuminated more unifonnity among the categories regarding salient 
themes. Reducing data aids in creating manageable representation units to work with and 
highlights content which matters (Krippendorf, 2004). Tables were created to represent 
the results along with a narrative. 
CredibHity and Trustworthiness 
Replication is significant to validity in social science research (Babbie, 2004; 
Krippendorf, 2004). The researcher has mapped out the purpose and nature of the study 
along with its methodological procedure in order for others to repli~ate this research. A 
content anaJysis is valid "if the inferences drawn from the available texts withstand the 
test of independently available evidence, of new observations, of competing theories or 
interpretations, or of being able to infonn successfuJ actions" (Krippendorf, p. 313). 
To increase the validity of the coding process, and trustworthiness ofthe results, 
two independent coders familiar with the qualitative inquiry process reviewed and coded 
articles randomly selected independent of the primary researcher. One independent coder 
who volunteered to assist i_n this study has an independent practice, is a licensed 
professional counselor (LPC), had recently obtained a PhD in family therapy, and works 
in a university setting. Tbe second coder had also recently obtained a PhD in family 
therapy and is also currently working in a university setting. Neither bas a medical 
background. 
An orientation and brief training session for the independent coders was 
conducted prior to participation. The primary researcher summarized the purpose, 
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rationale and use of the Coding Worksheet lor this research project. The research 
question which guided this study was given to the rater along with the definitions and 
Coding Worksheet. 
A total of eighteen out of the forty eight articles were independently coded. One 
independent coder read and analyzed ten articles, and the other coder read and analyzed 
eight articles, each identi fYing key concepts and primary content themes which emerged. 
One Coding Worksheet was completed for each anicle. The coders then met with the 
researcher and discussed the results. Each coder was in agreement with key concepts and 
emerging themes a nd did not have additional recommendations or changes to the process 
o r the Coding Worksheet. 
Summary 
This chapter elaborated on the methodology of the content anaJysis research 
which was implemented for this project. This sample population for this research study 
included articles in art issues of the five peer-reviewedjournals, Family Process; 
Famrlies, System.'>, & Health; Journal rifMantal and Family Therapy; Journl11 of Family 
l11erapy; and Fumt!y Prl1ctrce published from 1984 to 2009, which included the term 
medical family therapy in its content. Keeping in mind the research question, "What has 
been written about medicaJ family therapy in selected scholarly joumaJs?" the researcher 
read and analyzed each of the articles, se lecting key words and phrases. Categories tor 
coding showed emerging themes and topics. Data were docwnented on a coding sheet. 
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Two tndepcndent coders familiar to qualitative analysis reviewed and analyzed 
randomly selected articles for key concepts and primary content themes to confribute to 
the trustworthiness of the process. Each coder was in agreement with key concepts and 
emerging themes and had no additional recommendations or changes to the methodology. 
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CHAPTER IV 
RESULTS 
This research project is a descriptive analysis tor the purpose of ascertaining what 
has been written about medical fami ly therapy in five scholarly journals since the tenn 
medical family therapy was coined by McDaniel, Hepworth, and Doherty in 1984 until 
2009. The sample population for this research study included articles in all issues of five 
peer-reviewed journals: Family Process; Familtes, Systems, & Health; Journal of Marital 
und Family Therapy; Journal ufFumily Therapy; and Family Practice which included 
the tenn medicaJ family therapy in its content. This chapter will discuss the results of the 
study in two P.arts: The manifest content of the inquiry expressed quantitatively, and the 
latent content of the inqujry which is the qualitative component of the study. 
The manifest content, that which is visibly observable, is expressed quantitatively. 
The number of articles from each journal was recorded to provide a baseline in order to 
obtain percentages and frequencies of the occurrence of medical family therapy journal 
articles within the twenty-five year time period (see Table I). The total number of articles 
in the Journal ojMarilaland Family J11erapy observed from its table of contents was 
860, eight ( .93%) of which included the term medical family therapy in its content or 
title. The Journal of Family Therapy contained one article (. 15%) with medical family 
therapy in its content out of the 664 articles published. Family Process aJso published one 
article (. 12%) withjn the time period (1984 until the end of2009) among the 836 total 
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number or published articles. Fwm!Jes, Systems. & Heulth (known as Family :ystc:ms 
Med1cme when initially created) published the majority of the medical family therapy 
articles in this inquiry which totaled 38 (4.43%) out of the 858 articles written. The 
medical journal, FumJ!y Pract1ce, did not have any anicles with the tenn medical family 
therapy in its content, out of a total of2025 articles; however, the term biopsychosocial 
appeared tn the titles of articles from the table of contents. Biopsychosocial does appear 
in the definition of medical family therapy in Chapter f of this study, which was a key 
term found throughout the articles taken for the qualitative component of this study. 
Families, Sy.\tem.o;, & Health 858 38 4.43% 
Fami(•' Process 836 O. l2% 
Journal of Family Therapy 664 0.15% 
Journt1/ of Marital and 860 8 0.93% 
Family Therapy 
Family Practice 2025 0 0 
Total 5234 48 0.92% 
fn addition, the researcher compiled a list of the disciplines contributing the 
published articles. Family therapy generated 31 authors, and 19 authors were from family 
medicine. Two authors, in addition to being physicians, were family therapists. 
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Contributing disciplines of authors are seen in Table Il. A majority of the authors 
participated both in academia as well as clinical practice. Out of the total 48 articles, 
21 were under the category of clinical practi~e, 13 were categorized as research articles, 9 
articles were descriptive of the training of medical fami ly therapists, and the remaining 5 
the researcher categorized as theoreticaL 
Table 2 
Discipline of Authors Publishing Medical Family Therapy Articles from the Five 
Journals 
Heallhcare Discipline Number of Authors Publishing Medical 
FamilyTherapy Articles 
Family Therapy 3 1 
I Pediatric Medicine 3 
i 
Family Medicine 19 
Psychiatry AND Fami ly Medicine 6 
Psychiatry 4 
Behavioral Pediatrician AND family Therapy 2 
Physician Assisrant 2 
Psychology/Other P!.-ychotherapy ll 
Behavioral Sciences 4 
. 
Nursing 5 
Social Work 2 
Osteopatltic Medicine I 
Child Development and Family Relations 8 
Table 2 cont 
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Table 2 (continued) 
Discipline of Authors Publishing Medical Family Therapy Articles from the Five 
Journals 
I MBA l 
-
Farnily Social Sciences 3 
j Applied and Professional Studies I 
Center for the Study of Addiction and l 
Recovery 
j Lifespan Farmly Healthcare I 
I 
Qualitative Content Analysis 
Each article was read and analyzed by the researcher who kept in mind the 
pnmary research question, "What has been written about medical family therapy in 
selected scholarly journals?'' Articles whjch included the term medical family therapy 
were read in detail and coded by content under the predetermined categories o f theory, 
research, clinical practice and training. The following five primary themes emerged after 
the third round of the coding process, which appeared across each of the broader 
categories: Agency and communion~ the role of power; knowledge base and competency; 
collaboration; and culture. 
Agency and Communion 
The goa ls of medical famiJy therapy are to establish a sense of agency and 
communion (McDaniel, J (epworth, & Doherty, 1992). Agency refers to helping patients 
and families achieve a sense of control and autonomy by making their own choices 
regardmg managing their own health and illness, and, communion refers to achieving 
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and maintaining a sense of connection with the healthcare team, lheir social networks and 
the community, as illness can elicit a sense of helplessness and isolation. The theme of 
~stablishing a sense of control and developing meaningful relationships and connections 
With the physician, the rest of the healthcare team and family, friends and the outside 
community was prevalent throughout the literature. Agency and communion are 
necessary and significant components to establishing patient and famiJy-centered care. 
Listening to patients and families is a necessary and significant component to establishing 
agency and communion. Deeper connections and relationships with the physician and 
hea lthcare team promotes improved compliance to treatment, which is important since 
the fami ly is the context within which diagnosis, treatment and management of health and 
illness occurs (Doherty & Baird, 1983). 
Giving up the control of managing and coping with illness to the patient and 
family requires trust and respect for patients' and families' wisdom and expertise. Trust 
and respect come with deeper connections with patient, family, and healthcare team 
which develops through improved communication and dialogue within the family, 
between the patient/family and healthcare providers. 
AJthough many of the fami lies with chronic illness are healthy functionj ng 
families, they may need assistance with learning effective coping ski lls. In order to 
manage chronic illness effectively, patients and families need to increase their knowledge 
of the ruagnosis, which is often done with psychoeducation. An additional strategy to 
he lp families cope more effectively focuses on "putting illness in its place", maintaining 
a sense of family unity and identity without the illness becoming the identifying factor in 
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the family, which is often the case. "Putting illness in its place" incorporates the attention 
to progress in individual development in addition to tbe progress of the family unit and its 
development and life stages. The medical family therapist helps create\ illness narratives 
and hope, and connection by shared meaning (Sellers, 2000; Harrington, Kimball, & 
Bean, 2009). The medical staff, along with the therapist and patient, become learners and 
teachers for each otber. The act of listening, without judgment, to the experiences and 
narratives and meanings patients and families hold is essential. This can also facilitate the 
personal and professional growth of each of the healthcare team members. 
Establishing communion connects patients and families to community resources 
and organizations for infonnation and/or support, increases the staffs understanding of 
the patient's individual experience and establishes a better relationship with the healthcare 
system (Anderson, Huff, & Hodgson, 2008). There is a continued assessment and 
reevaluation of how the impact oftbe healthcare system is affecting the patient, family 
and course of illness (Leahy, Galbreath, Powell, & Shinn, 1994). 
Davey, Duncan, Foster, and Milton (2008) reported on a case in an ALDS 
pediatric and adolescent c linic's transition from traditional to integrative care with 
medical and fami ly therapy providers. Long-tenn medical and psychosocial support is 
required for lllV patients and their families. lmproving communication and "putting 
illness in its place" is exemplified in the case ofGB, a twelve-year-old Latino boy who 
was HJY+, and living with his grandmother. GB was diagnosed at intimcy, born to a 
known HIV+ mother with severe mental health issues and drug addiction. 
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GB's b1fandmother insisted the healthcare team refer to her as "mother" 
because, "I'm the only mother he has known." Grandmother often admitted that 
she went back on her word regarding punishments and consequences, because she 
ft!els bad that he is HIV+ and his mother abandoned him. Grandmother tended to 
give GB double messages about being too sick and infantile to be punished, but 
not too old to do chores around the house. The family therapist respectfully 
challenged the parenting style of the grandmother, encouraging her to use a 
clearer and more direct style of communication about expectations and rules in 
her home. Team members then modeled clear and direct communication with the 
grandmother in their interactions. (Davey et aJ., p. 353) 
"The staff, by seeing progress through concrete results, was able to focus less on 
family chaos during medical visits .. .. The staff was also able to see concrete evidence of 
improved medication adherence" (Davey et al. , p. 354). 
Listening to the patient's experience of and beliefs and meanings around the 
ill ness is a component to establisbjng agency and communion. Latz and Baird (l994) 
documented djaJogue between the therapist and a forty-five-year old woman continuing 
cardiac rehabilita6on: 
At the first session, Mary greeted me saying, "Where were you 
when [needed you?" My response was, "I don't know, but I'm here now 
and ready to listen." Mary began to describe her biomedical experiences 
and spoke about how she made sense of her lite over the last three years. 
She told me she had undergone bypass surgery a year ago. It had taken her 
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doctors almost three years from her first complaint of exhaustion to their 
recommendation for surgery. I asked, "How do you trunk this happened?" 
Mary replied, "f don't know, but my symptoms of possible heart problems 
began when r was torty-two years old and [began feeling tired all the 
time". Mary had explained away her exhaustion as part of everyday life 
with two teenage ( 14 and 17) sons. She also worked outside the home. Her 
husband lived and worked 250 miles away because he was unable to find a 
local job. (Latz & Baird, p. 205) 
Mary has a serious disease (ischemic heart disease) that is difficult 
to diagnose early and has com pi icated medical and surgical treatment. At 
this point, she remains angry and frustrated and does need a way to 
process her experience and associated feelings. The therapist is 
immediately helpful by just listening, but would be even more helpful by 
inviting the primary care physician and the patient's family members to 
join this important fami ly discussion. (p. 206) 
"Her anger toward her physician can be addressed most helpfully with the 
physician present. If the therapist bad invited the physic ian and family members, 
everyone would be able to otTer perspectives on this difficult experience." (p. 206) ''Mary 
and her family, however, did not agree with the physician that her condition was a major 
health problem. I asked, "How did you and your family decide that your condition wasn't 
serious?'' She stated, ''Everyone knows that young women don't have heart problems." 
(p. 207) 
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Another illustration ofthe process of agency and communion is from the article 
by Ra<.lomsky ( 1996) in which she describes experiences in the doctor-patient 
partnership. 
In the following story about Karen, I see the healing process as not just a 
matter of my dctennining the correct patient label by the usual diagnostic 
approach and then applying the right treatment. Rather, I see a balance between 
being with Karen in a way that allows her space to value her own perspective 
about the healing journey and my need to act in a way that is respectful of this 
process. (p. 498) 
.. Paradoxically however, I've noticed that when I'm more willing to take the risk of 
being w1th my patients and being respectful of my patients' healing process, I'm less 
exhausted." (p. 502). 
Munshower (2004) describes how he coordinated group visits for his diabetic 
patients and an additional family member to address issues surrounding the care and 
management of diabetes, and time management for the physician to meet the needs of his 
patients. 
Guest speakers over the course of the year included a dietitian, an 
exercise therapist, a nephrologist, an opthalmologist, a vascuJar surgeon, a 
podiatrist, and a dennatological nurse practitioner. They each generally 
spoke for about a half hour a nd al so gave out educational materials, which 
the patients stored in binders . ... The dialogues were lively. As the group 
members became more knowledgeable about their disease, they asked 
"2 
more informed questions and offered more incisive observations. They 
learned to kid with each other about their respectjve situations .. .. I 
expected that the patients' increased knowledge of diabetes would change 
their relationship with their disease. In my mind, education is the road to 
empowerment. I watched many of my patients gradually get their arms 
around their disease like they never had before. I saw many of them foiJow 
through on getting tests and making lifestyle changes that we had 
discussed forever but that they had not been ready to undertake . ... [also 
had not anticipated how strong the influence of the patients would be on 
each other - stronger than the medical information provided. (p. 499) 
A component of agency is helping families cope more effectively. This is 
exemplified in an excerpt from the article by Muchnick, Davis, Getzinger, Rosenberg, 
and Weiss ( J 993): " Putting illness in its place helped patients to take better control of 
their lives. It also helped the doctor to focus time, energy, and resources, on medical care 
of the patients." (p. 175) 
Knishkowy & Herman ( 1998) documen\a case study of a patient named Ruth 
who presented with multiple physical and psychosocial symptoms: 
Regardless of scientific justification, prescribing antibiotics is often 
influenced by "clinical infonnation of a nonphysical nature." . .. For family 
doctors, prescribing a drug that makes little scientific sense, as with Ruth, may be 
a means of preserving the physician-patient relationship so that more rational 
therapies, such as empathy, may be brought to bear. Sucb decisions may also have 
33 
broader implications when considering the "family as a unit"( Ramsey & Lewis, 
I 990). ( p. 327) 
Communion is establishing connections with family, friends, and community. 
llarkness & Nofziger ( 1998) demonstrate this in an excerpt from their article: ·• __ . [He] 
also supported our ideas on referring Mr. Smith to a dual diagnosis program for more 
intensive outpatient care."' (p. 447). 
The Role of Power 
Power as a theme, penneated multiple levels of each of the categories. It was 
found in relationships, within and between the patient and family, the physician, and 
other healthcare providers, and with the medical family therapist as the leader of the 
collaborative process taking a "one down position''. Power issues were seen beyond the 
healthcare setting in the political and economic levels, the hierarchy in medicine, and 
through the hospital/healthcare system and _insurance industry/Health Maintenance 
Organization (HMO) which ctictate services patients can receive and the time physicians 
can spend with their patients. Medical family therapy is aware of and addresses power at 
each of these levels in addition to being mindful of the power illness has over the family. 
The following are examples of the role of power embedded in the process of providing 
health care. 
Be ll, Wright, and Watson ( 1992) interpreted the term medka1 family therapy as 
one which creates distance between other heaJthcare disciplines. 
The term ''medical family therapy" can imply that the medical narrative is 
more si!:,rnificant than other narratives (p. 35). Medicine has a rich tradition of 
34 
power, influence, and hierarchical prestige, which can hinder its c uriosity about 
knowledge generated by other disciplines .... another example of physician 
myopia wali evidenced at a 1990 conference calfed a "Symposium on the Family 
in Primary Health Care. '' Although professiona ls fro m a variety of disciplines 
were invited, the focus of the entire conference was on strategies to improve 
family medicine's practice and research with tamilies . .. By family therapy not 
making a border crossing to other lands such as family nursing, social work, 
sociology, and anthropology, family therapists are left with a skewed and Hmited 
view of othe r disciplines' knowledge and c linical competency in working with 
families with physical health problems. (p. 36) 
Grauf-Grounds & Sellers (2006) elaborated on creating internships and 
·pecial jobs for medical family therapists : ··w e strategically solicited physicians, nurses, 
and clinical decjsion makers who might welcome the help provided from a 
psychotherapis t who could be placed within their medical site." (p. 232) The article 
elaborated further showing the underlying role of power in the healthcare system: 
... Some of the enthusiastic physicians we met with were part of a clinic 
that was housed inside a larger organizational structure. This factor meant the 
decision-making power no longer resided with the attending physicians but rather 
with a medical director over severaJ clinics or with another administrator. 
Generally the larger the medical organization and the more complex its structure, 
the longer it took to launch a site. (p. 236) 
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Leahy, Galbreath, Powell, and Shjnn (1994): ·· . .. Add to this the fact that mental 
health is the only service to which a patient can self-refer, while also being the only 
benefit with significant co-payments and limits associated with visits there, and you 
begin to see some of the complexities involved in a collaborative effort." (p. 438) 
The University of San Diego's marriage and family therapy training program, and 
a family medicine residency based in a large health maintenance organization, Sharp 
Healthcare, are integrating care in order to practice within a collaborative framework 
(Patterson, Bischoff, Scherger, & Grauf-Grounds, 1996) .... These therapists wiU have 
less autonomy than therapists in the past because utilization review and federal clinical 
practice guidelines will affect treatment planning (Sanderson, 1995). (p. 8) 
Lareau & Nelson (1994) focused on prevalence and feasibility of a 
physician/counselor liaison practice. " fn Great Britain, whether the physician pays the 
counselor or whether the counselor bills for services, the physician is ultimately 
responsible for the patient" (p. 38). The role and status of the physic ian is paramount in 
the healthcare system in addition to the public perceptions contributing to this status. 
''The intern [medical family therapist] discovered that some interventions were 
most effective when delivered by the physician and members of her natural support 
system" ( Gawinski, Edwards, & Speice, 1999, p. 477). In this same article, the authors 
then e laborated on part oftbe training/orientation to the medical setting: 
The family therapy intern joins the new physicians during an intense week 
of orientation. This experience allows tbe intern to establish relationships with 
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physicians outside the work environment and helps to diminish the hierarchy 
problems that commonly exist in medical settings. (p. 479) 
Linville, Hertlein, and Lyness (2007) commented in their literature review of 
medical fam ily therapy: "Many times, the focus seems to be on how psychotherapists can 
better col laborate with physicians and there seems to be less of a focus on bow physicians 
can better collaborate with therapists'' (p. 94). 
The literature describes the physician and/or nurse practitioner being the ones to 
initiate referrals to the medical family therapist in addjtion to the physician setting the 
tone for patient-therapist re lationships. Aspects of agency and communion (improved 
patient/family relationships and deeper connections with the physician) impact how 
power influences the process of treating and managing patient needs and is exemplified 
through the followi ng excerpts: 
·' . .. The medical providers initiate the collaborative care approach during a 
patient's routine medical visjt" (Phelps, Howell, Hm, Seemann, Lamson, Hodgson, et al., 
2009, p. 134). 
Reust, Thomlinson, and Lattie ( 1999): " ... However, to state the obvious, none of 
these benefits can accrue to patients or heaJthcare systems if patients do not show up for 
their behavioral health appointments after the referral by the physician" (p. 400). 
Regarding the referral process, clusters of behavior and language emerged . 
. . . ( 1) physician extolling positive qualit ies of the mental health facility, 
e .g., "we have a cooperative relationship,'' or, "we have an exceJient faci lity here 
onsite,", (2) physician preparation and exploration of mental health perceptions 
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with patient, e.g., encouraging patient, checking affective responses to the idea of 
the referral, nonnalizing mental health referrals .... (Reust et al., p. 405) 
. .. Therapists believed that when the referral to psychotherapy is initiated 
by a trusted, respected physician, the patients' respect for that physician transfers 
to the therapist. . . . Therapists also believed that patients' positive relationship 
with their physician- and the patients' percep6on of the referral as a prescription-
enhanced the benefits of psychotherapy. Finally, therapists believed that physician 
referrals increased client attendance rates. (Todahl., LinviJle, Smith, Barnes, & 
Miller, 2006, p. 52) 
. . . f was often present during the physician's consultations with the 
patient, and I decided that the best way to become part of the system initially was 
to take a "one-down" stance in the triad .. . Due to the different routines of the 
two supervising physicians, the methods of integration into the system were very 
different. With one doctor I was a part of the initial examination/interview 
process .... (Muchnick, Davis, Getzinger, Rosenberg, & Weiss, 1993, p. 275) 
Knowledge Base and Competency 
McDaniel, Hepworth, and Doherty ( 1992) dispelled the notion that it is not 
enough to place a famlly therapist in a medical/healthcare setting and call it medical 
tamily therapy. Although knowledge and competency was explained in detail with 
articles descriptive of the training process of medical family therapist interns, this theme 
emerged in the other categories as well. The eight sites across the country providing 
postgraduate courses, doctoral programs, inservice programs, clinical site training and/or 
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te llowships in medical family therapy are University of Rochester, Lorna Linda 
University, Seattle Pacific University, Wake Porest University, University of Minnesota, 
University of Chicago, and East Carolina University. Nova University has also an 
established Family Systems Health Care Clinical Specialist deb'Tee to meet the need for 
training family therapists to work coJiaboratively with medicine as part of a family-
focused healthcare team (Muchnick et al., 1993). 
The training site at University of Rochester Department of Family Medicine for 
family therapy doctoral students utilizes an interdisciplinary collaborative team approach. 
The themes of the internship experience encompass immersion into a multidisciplinary 
healthcare setting, exposure to diversity of patient population, the redefinition of own 
understanding of systems, sharing, exploring the self as therapist and the development of 
a cohort of trainees (Gawinsld, Edward, & Speice, 1999). The internship experience 
highlights the salient themes of coJiaboration, cuJture, importance of knowledge within 
the medical arena, and awareness of power and medical hierarchy. Similar to the other 
medical fam ily therapy sites, the University of Rochester integrates knowledge in the use 
of the Diagnostic and tatislical Manual of Menial Disorders (DSM) reference text, 
psychophannacotherapy, psychoeducation treatment and family therapy. An expanded 
awareness of the integral role the larger social systems play in the lives of families is 
introduced through the diversity of the population and the complex psychosocial issues 
which present in this busy urban setting. 
University centers for medical family therapy provide training in psychosocial 
curriculwn which incorporates a biospychosocial modeJ with systems theory (Harkness & 
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Nofziger, 1998). ln an outpatient oncology clinic, familiarization and education on 
meilical protocols and radiation medicine, treatment effects, equipment, diagnoses, and 
language is a prerequisite (Yeager, Auyang, Brown, Dickinson, Goldstein, Jaffe, et al. , 
1999). Seattle Pacific University otTers a training certificate in medical family therapy. 
Like the other sites, core requirements for the outpatient clinic include physiology, 
knowledge of medical issues and of the medical profession regarding collaboration and 
use of common language. Therapists' beliets of spirituality and health are also explored, 
as interns will be confronted with issues concerning pain and suffering, life and death 
(Grauf-Grounds & Sellers, 2006). 
Building awareness and a knowledge base in the culture of medicine, diagnoses, 
protocols, coJJaboration, pharmacology, biology/physiology, family systems and 
illness/health existed in all the curriculums. Specialized training at the Chicago Center for 
fam ily Health practices a family centered collaborative model ofhealthcare which 
includes the fami ly systems approach, developmentaJ and family life cycle, a resilience 
framework, and knowledge regarding the typology of illnesses (Rolland's family systems-
illness model). At this site, a social justice and advocacy orientation are more evolved 
and organized (Rolland & Walsh, 2005). 
The training sites differed in how medical farniJy therapy was implemented, as 
each clinic adapted this integration of medicine and psychotberapy to meet unique needs. 
A biopsychosocia1 approach integrating medical family therapist interns into a medical 
practice/clinic evolved due to multiple factors : A general acceptance across disciplines of 
a biopsychosocial systemic paradigm to guide practice, physician frustrations with 
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limited time and/or expertise in treating patients with multiple complex psychosocial 
1ssues (Muchnick et al., 1993), and the creativity ofhealthcare providers and instructors 
in expanding the sites for medical family therapy interns. Many training sites were 
at1iliated with university programs, and the universities and programs were known to 
medical practices within the community. Clinics with medical fami ly therapy interns 
were also more cost effective than hiring a licensed medical fami ly therapist. The 
following examples are from the theme of knowledge base and competency: 
" .. . One of the important tasks for family systems health care educators is to 
prepare graduates for collaboration with health care professionals ... , (Muchnick et a1. , 
1993, p. 27 1 ). '" .. . It was necessary to enter the doctor's worldview in order to buj ld a 
bridge between the two cultures . . . We knew that the cultural exchange had occurred 
wht!n we began to hear the doctors' talk reflect family therapy language'· (p. 276) . 
. . . Educated together, physicians and therapist can achieve a level of 
comfort and understanding about each other's field that does not occur in 
traditional training programs .. .. When r first arrived at the Family Medicine 
Center, r spent considerable time learning how to read medical charts and 
becoming familiar with common diagnoses. (Harkness & Nofziger, 1998, p. 443) 
Rolland and Walsh (2005) elaborated within their article workshops to increase 
knowledge base and competency, encouraging supervisors of medical family therapist 
i ntems to take advantage of these offerings as well as other healthcare disci pi ines. 
Examp]es of these workshops are as follows: 
41 
... ln 2003, CCFH (Chicago Center for Family Health) began otTering a 
new certificate fonnat in a series of monthly workshops: 
• . . . Fnmilies, [IJness, & Disability: An Integrative Approach. 
Provides overview and clinical application of Rolland's Family 
Systems Illness Model 
• . .. Parental llJness or Disability: Meeting the Challenges of 
Childrearing. Addresses issues with children and adolescents (e.g., 
separation/dependency)~ separating illness from person; honoring 
strengths; building community of care; including extended kin 
• . . . Aging, Chronic Illness, and Caregiving. Addresses key 
challenges: Sons and daughters, couples, diverse cultural 
expectations chaLlenges with dementia, and balancing eldercare 
with other life cycle demands 
• . . . Living and Loving Beyond Loss. Examines legacies of 
complicated or traumatic loss; applies Walsh's Family Res.ilience 
Framework to foster healing and adaptation ... (p. 296) 
Recommendations to supervisors of medical family therapy illterns mirror those 
for the interns themselves: 
Shadow a physician. An effective way to get quickly immersed in 
medical culture is to shadow a physician in an outpatient or inpatient 
setting . . . Visit the medical setting. Visiting the medical setting where 
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students are placed is imponant at the beginning of an internship and 
throughout a trainee's internship. A supervisor could visit the setting for a 
number of reasons, including live or case report supervision and to attend 
lectures on a variety of topics ... Read the foundational medicaJ family 
therapy texts and journals. The Appendix provides a hst of key books and 
journals devoted to the practice of family therapy in medical settings. 
Attend multidjsciplinary conferences. The Collaborative Family 
Healthcare Association (CFHA), The Society of Teachers of Family 
Medicine (STFM), and Society of Behavioral Medicine (SBM) organize 
conferences focused on families in health care and multidisciplinary 
treatment in medical settings .. . Have access to resources on pharmacology. 
(Edwards & Patterson, 2006, p. 41) 
Culture 
A biopsychosocial approach to care is often implemented because of the high 
mcidence of comorbidity seen in the physician's office, the diversity of culture and 
increased complex psychosocial needs of the patient. Culture is not only attended to \"'ith 
families in fami ly therapy, but within the healthcare system, the clinic/office environment 
and the process of clinical practice, including meanings of time, physical space, language, 
paradigm, and patient motivation (Edwards & Patterson, 2006). Specific diseases, when 
treatment and management is ongoing for long periods of time, are enveloped in their 
own culture. [n addition, how illness is diagnosed, treated and managed is influenced by 
the social and political zeitgeist. 
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The following is an excerpt from an article Davey and colleagues (2008) had 
written citing a 2003 articJe from Mitrani, Prado, Feaster, Robinson-Batista, & 
Szapocznik: 
" . . . Additionally, there has been a profound effect on low-income African 
American and Latino families who tend to be disproportionately affected by HIV/AIDS 
in the United States, highlighting the need for both family centered and culturally 
sensitive approaches" (p. 350) . 
. . . The second modHication used to increase collaboration was a 
change to include a different community agency with a history of 
providing family therapy with more focus on culturally sensitive care. 
including in-home family services, allowing for closer collaboration 
between staff and agency workers and the use of culturally sensitive 
systemic therapeutic models. ( Davey et al., p. 352) 
... A unique strength of our program is the population we are able 
to reach. Our patients include primarily African American and Hispanic 
populations in eastern North Carolina whose income ranges from zero to 
$30,000 dollars annually ... Having bilingual providers on our team was 
also critical, insofar as it faci litated the building of rapport, collecting 
accurate data, and conducting effective therapy. (Davey, et al., p. 137) 
.. . Depending on the amount of experience a physician has with 
Latinos, with somatization, or with integrated care, such symptoms may or 
may not indicate to the physician that there is a psychol.ogical component 
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involved. The best approach for somatization (regardless of a patient's 
ethnicity) is an integrated biopsychosocial approach, yet many physicians 
misinterpret symptoms and try to usc a purely biomedical framework 
(McDaniel et al. , 1992, cited in Willerton, Dankoski, & Martir, 2008). 
"Having a culturally competent medical family therapist on the treatment team 
could increase the likeJihood that such symptoms be recognized as involving an 
t!motional basis" (Willerton et al., p. 20 I) . 
. . . There are four maio reasons why the presence of medical 
family therapists in medical settings could increase and improve mental 
health care for Latinos: (a) their physical presence integrated into a 
medical practice would reduce access and availability barriers for Latino 
patients; (b) family therapists, because oftheir family systems approach, 
may be most culturally congruent for working with Latinos and their 
fami lies .... (Willenon et al. , 2008, p. 203) 
Culture in clinicaJ practice is illustrated in the following excerpt " ... The interns 
collaborated in the day-to-day work of biomedical professionals and promoted a cultural 
exchange between the perspectives of systemic therapy and biomedicine.'' (Muchnick et 
al., 1993, p. 272) 
·· . .. We came from various back-grounds, but we learned tbe medical culture by 
working in it.·· (Yeager et al. , 1999, p. 428) " ... Radiation treatment represents a whole 
new world for them, and a whole new language.'' (Yeager, et al., 1999, p. 429) 
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... .. ft is critical that medical family therapists develop a tine-tuned 
understanding of how mecticaJ culture differs from psychotherapeutic culture and how to 
navigate with ease, compassion, and savvy within a medical setting with all medically 
trained personnel" (Grauf-Grounds & Sellers, 2006, p. 23 1 ). 
Diseases have their own unique characteristics and accompanying meanings held 
by society, families, and individuals . 
. . . TypicaJJy framed as a function of ethnic, racial, or rei igious 
characteristics, culture contextualizes family dynamics and the associated 
interactions between therapists and family member. We suggest that 
culture may transcend et:bnicity and race and that other sociodemographic 
groupings can also be included in its discussion and definition. 
(Harrington, Kimball, & Bean, 2009, p. 16) 
" ... most families who experience the diagnosis of a cltild with cancer become. 
participating members in the 'culture of childhood cancer.' As such, they become part of a 
cu ltural group with its own unique tenninology, traditional practices, rites of passage, and 
individual-and family-focused demands." (Harrington et al. , 2009, p. 16) 
Collaboration 
Collaboration is the partnership between medical providers and family therapists 
within a biopsychosociaJ approach to health and illness (McDaniel et al., 1992). 
Collaboration is found throughout the categories, with slight variations in how it is 
practiced and adapted to a particular medical setting. Collaboration relates to integrating 
the biological and psychosocial for more effective, holistic, quality care (Davey et al., 
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2008: Gdlerstedt & Mauksch, 1993: Fogarty, 1996; Navon, 2005; Ruddy, Farley, 
Nymberg, & Hayden, 1994) and the role ofthe medical family therapist in practice with 
medicine and other heallhcare disciplines. Medical family therapy is often defined as 
collaborative care. One of its underlying premises is that there is no separation between 
the biological and psychosocial levels. "All human problems are biopsychosocial systems 
problems" (Doherty, McDaniel, & I Jepworth, 1994, p. 34). Medical family therapy brings 
a biopsychosocial systems perspective to treatment and management of illness that is 
unavailable in any established area of psychotherapy (Doherty et al., L 994 ). Jt is attentive 
to the recursive relationship between families and illness (Yeager et aJ., 1999). 
A collaborative practice aids physicians in their role, decreasing stress 
(Harrington, Kimball, & Bean, 2009) and increasing job satisfaction (Sellers. 2000) is 
cost effective (Weiner & Lorenz, 1994 ), and provides a comprehensive biopsychosocial 
approach. CoUaboralion challenges time management (Sellers, 2000). 
A side effect of having medical fam ily therapists and physicians working side by 
side expands care to be more comprehensive; it broadens the view of problems presenting 
symptoms in context (Leahy, Galbreath, Powell, & Shinn, 1994). The working alliance 
between physician and family therapist influences each other's treatment of the patient 
(Ruddy et al., J 994; Fogarty, 1996). A therapist-patient-family relationship contributes to 
knowledge and resources of the collaborative healthcare team (Doherty et al., 1994). 
Muchnick and colleagues ( 1993) noted that collaboration helps physicians by 
addressing: 
• frequent utilizers ofheaJthcare 
• rime constraints of physician to meet psychosocial needs of 
patients and families 
• patient/family's emotional responses to diagnosis/ illness 
• limitations of MD expertise 
• complex issues, vague complaints, somaticizing families 
• conservation of resources for all levels: patient, family, staff, 
financial , and administrative (Rolland & Walsh, 2005). 
" ... fn therapy, Sara disclosed that one of the men who had sexually abused her 
used the guise of 'playing doctor.' This made medical visits extremely anxiety provoking, 
a nd made it difficult for Sara to trust Dr. Farley. '· (Ruddy et al., 1994, p. 329) ·'Had her 
medical and psychological treatment been performed separately, it is unlikely that her 
physician would have realized the possible consequences and meaning of certain medical 
procedures for Sara ... ·• (Ruddy et al. , 1994, p. 337). 
Prest, Fitzgibbons, and Krier (1996) docwnented a case of an eighteen-year-old 
boy who had been injured in a motor vehicle accident resulting in massive brain injuries. 
Mary was his mother. 
Dr. Fitzgibbons reported that Mary bad been visiting the clinic 
reguJarly. presenting "everything from a broken thumb to gastritis." In 
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addition to her grief over her son and uncertainty regarding the future, 
during these visits Mary reported that she and her husband Jack disagreed 
about their son's prognosis and care ... . (Prest et aL, 1996, p. 387) 
... Dr. Fitzgibbons also expressed her concern for Mary's well-
being, pointing out the number of symptoms she was dealing with that 
seemed related to stress and anxiety. l (medical family therapist) joined 
the discussion by asking them to reflect on their roles within the family. I 
asked them about their perceptions of how these previously functional 
roles had become problematic during this family crisis. Al l family 
members agreed that Mary was bearing a djsproportionate burden .... 
(Prest et al., 1996. p. 39 I) 
·' ... Medical family therapists, among other psychosocial providers, are often 
called upon to provide consultation to health c-are systems" (Seabum, 1994, p. 183). 'The 
CEO contacted me at the time of a young patient's death, which had greatly affected all 
the staff, because sbe was concerned about the impact of such deaths on the Center's staff 
and medical professionals" (Seabum, 1994, p. 184). 
" ... Despite the demands of a busy practice, the physicians manage to stay true to 
the biopsycbosocial modeL Two of the five physicians have postgraduate training in 
family therapy and maintain small family therapy practices" (Ruddy et al. , 1994, p. 327) . 
. . . The physician reported that having a family therapist in the 
office was a great help with a constant problem- the lack of time ... Seeing 
many patients with serious life-threatening illness djdn't leave much time 
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for conversation with family members about problems they were facing in 
managing the disease. (Muchnick el al., 1993, p. 273) 
" . .. her intent is to act as the bridge between medjcal and mental bealth 
disciplines by shifting the team's focus to a comprehensive, biopsychosocial perspective." 
(McDaniel, Hepworth, & Doherty, 1992, cited in Phelps, Howell, Hill, Seemann, 
Lamson, Hodgson, et al. , 2009, p. 135.) '' ... Medical family therapists work to foster an 
e nv ironment of encouragement where patients can begin to explore their choices while 
applying recommendations from the collaborative team." (Phelps et al., 2009, p. 136) 
" ... Specifically, a Med.FT [medical family therapist) may be an ideal fit given 
their extensive training for integrated care work in medical contexts and skills at 
maneuvering the systemic, contextual , and cultural barriers common when mental health 
services are merged with a traditionally biomedical clinic'' (Phelps et al. , 2009, p. 138). 
Summary 
This chapter discussed the results of this content analysis which contained both 
quantitative and qualitative components. [twas a descriptive analysis for the purpose of 
ascertaining what has been written about medical family therapy in five scholarly 
j ournals from 1984, when the term was fust created by McDaniel , Hepworth, and 
Doherty, until 2009. The qualitative component included aH articles containing the tenn 
medical family therapy in aU issues of the five peer-reviewed journals, Family Process; 
Fum dies, ~)!stems, & Health; Journal oflv!arital and Family Therapy; Journal of Family 
Therapy; and Family Practice, were read in full and then reread and coded for emerging 
key concepts and themes. The quantitative component expressed the total number of 
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articles in the twenty-five year time period with the total number of articles containing 
the term mcdicaJ family therapy in its content, in addition to what discipline was 
prevalent m publishing trends, and which category (clinical practice, theory, research, or 
training) the articles described. 
Furnr/ies. Systems. & Heulth contained the majority of articles with a prevalence 
of 4.43%. The cliscjpfines of family therapy and family medicine generated the most 
articles regarding medical family therapy. The themes which emerged as a result of the 
coding process were: Agency and communion, the role of power, knowledge 
base/competency, cuJture, and collaboration. The themes emerged across each category 
(clinical practice, theory, research, and training), were intertwined, and had mutual 
influence over each other. The articles demonstrated bow a comprehensive, holistic, 
biopsychosocial approach with a systemic lens impacts complex family and healthcare 
dynamics. 
51 
CHAPTER V 
DISCUSSIONS, LIMITATIONS, CONCLUSIONS, IMPLICA TlONS AND 
RECOMMENDATIONS FOR FUTURE RESEARCH 
Discussions 
This chapter discusses the .tindings within the present day context and heaJthcare 
environment, and the need for more comprehensive and systemic thinking. Findings are 
then related to present implications for family therapists, in general, and 
recommendations for research. Limitations of this inquiry are also discussed. 
The biomedicaJ model is limited in its sole focus on disease and biological 
processes, and the inability to address the complex psychosocial issues and family 
dynamics which influence the course and processes of health and illness. The uniqueness 
o f medical family therapy lies i.n its biopsychosocial and systemic approach to 
intervention with patients and famiJies coping with medical illness. It is a change in 
paradigm in how medicine is practiced and disease occurs. All diseases have been 
demonstrated to be biopsychosocial in nature which can be influenced by biomedical and 
psychosocial processes (Campbell & Patterson, 1995). 
Campbell (2003) stated, research affirrn.jng the efficacy of fami1y therapy in the 
treatment of physical illness is in its infancy. Research exists regarding how the 
perceptions of stress can affect the body, contributing to illness, and the recursive 
relationship between the influence of family dynamics and health and illness (Kannai, 
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2009), but research focusing on the etTicacy of (medicaJ ) family therapy in the treatment 
of chronic illness is rare. There were only two randomized, control studies which showed 
a significant decreased utilization ofhealthcare with family therapy intervention 
compared to individual psychotherapy (Law & Crane, 2000; Law, Crane, & Berge, 
2003 ). There have been no other randomized control studies demonstrating the efficacy 
o f medical farniJy therapy in the treatment of medical illness. 
Although studies with families and their influence on health and illness date back 
to the 1920s, there has been stagnation in research in this area. This could possibly be due 
to the Depression and World War II, among other global events, in addition to the growth 
in specialized medicine and direction toward fragmented or compartmentalized care. 
Correlating with fragmentation is an individualistic and reductionistic lens through which 
conditions are addressed. The specialty of family medicine, created in the late 1970s at 
the time when the discipline of family therapy was flourishing, recognized the need to 
re turn to a more comprehensive biopsychosocial approach. 
Limitations 
Only refereed articles published .from 1984 until 2009 which contained the term 
medical family the rapy were analyzed from the journals Family Process; Families, 
Systems, & Health; Famrly Practice~ Journal of Family Therapy; and Journal of Marital 
and Family Therapy. The researcher Looked at aJI the issues in each of the journals within 
the twenty-five year time period. A majority of the counts obtained were from viewing 
the Tab i.e of Contents from the hard copies of the journals; however, four years of 
J-.a mJ/ies, Systems, & H ealth, and two issues from the Journal of Marital and ha mdy 
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therapy were missing and were obtained and viewed on-line from the Texas Woman's 
Library site. The entire contents for the medical journal Family PraC;'fH:e was obtained 
and viewed on-line through Louisiana Tech University Library access. 
Reviewing the materials on-line may influence results, as there may be 
differences in reading and processing materials electronically from viewing a book in 
hand. The view of the Table of Contents in Fwmlies, Systems, & Health may have 
appeared more compartmentalized in the physical books holding the journal volumes. 
One example ofthis was an article written by McDaniel (1992) which was originally 
included for qualitative review. Upon printing out the article, and obtaining a physical 
copy of the journal issue, the article was discovered to be under the commentary section, 
which was excluded from the focus ofthjs study. 
This inquiry is also limited in its exclusion of nursing, social work, and other 
hcalthcare professions which work and contribute significantly to the health and well-
being of families. The munber of articles generated in this study is by no means 
exhaustive of articles containing medical family therapy in its content. The Journal of 
Family Therapy was chosen related to its European (UK) origin and systemic 
perspective, as chronic illness is a global concern. The researcher came across an article 
on medical family therapy (describing a case study of a mother with Chron's Disease and 
her son) in the American Journal of Family Therapy, which was not a journal included in 
this study 
The five scholarly journals selected are weU respected, widely circulated, and are 
a quality sample within the field of family therapy. Families, Systems, & Health, which 
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generated the majority of articles, had created a section for submission of articles to the 
journal titled Medical Family Therapy Casebook. This was done after the book Medical 
Famtly H1erapy was published in 1992, by McDaniel, Hepworth, and Doherty. McDaniel 
was/is n contributing editor of the journal. Mindful of the limitations, the benefits of a 
comprehensive biopsychosociaJ approach were apparent in the literature. There still 
needs to be more research done regarding medical family therapy's efficacy in the 
treatment of physical illnesses, and an agreement among multiple disciplines for a 
common language to be used for guiding research. 
Conclusions 
ln ascertaining what has been written about medical family therapy, this inquiry 
focused on five scholarly journals relevant to family therapy and healthcare. A content 
analysis was done revealing that the use of the term medical family therapy is not a 
unive rsaJiy shared or accepted phrase, and is defined and practiced in various ways, from 
group intervention without any psychotherapist mentioned (Munshower, 2004), to a 
family therapy model (Kowal & Johnson, 2003), to, more accurately. a biopsychosocial 
systemic framework within which any psychotherapeutic interventions can be applied. 
The term biopsychosocial was prevalent throughout the literature. Even though 
Family Practice bad no articles with the term medicaJ family therapy, articles containing 
the term biopsychosocial did appear. It was just not the focus of this inquiry to evaluate 
those articles. In addition to the fields of family therapy and medicine, there were other 
heaJthcare fields generating articles and contributing to a much needed expanded view of 
health and illness. This is encouraging. 
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The five themes generated from the qualitative analysis were prevalent across 
each of the categories and exhibited a mutual, intertwining, and recursive relationship 
with each other. A sense of agency and communion are established by attending to power 
and cultural issues within the healthcare system, and often the broader social, political, 
and economic systems, in addition to the tamily system. To be an advocate for patients 
and fami lies requires a knowledge base and competency in family systems, culture, 
medicine and diseases. Successful collaboration of family therapy with medicine and 
other healthcare disciplines requires knowledge and competency, awareness of power 
structure (and perhaps. intervention toward obtaining less imbalance of power) and 
cuJture of the clinical site. Deeper connections with patients and famjlies is transforming 
to a system. Letting go of control to families and entering in a partnership with them 
transforms the power structure, and changes the culture of the environment. The literature 
suggests that including relational work in aJilevels of complex multiple systems of 
healthcare is necessary for optimal, cost effective, and quality care. 
Practicing from the premise that there are no biological problems without 
psychosocial significance and no psychosocial issues without biolobrical effects, 
incorporation of a systemic and biopsychosocial approach is pragmatic. The literature 
emphasizes the need to normalize and make collaborative care standard. Some of the 
benefits discussed included improving relationships, increasing job satisfaction, 
decreasing burnout, improving compliance to treatment, decreasing hospitalizations, 
providing continuity of care, team building, decreased use of psychotropic medications, 
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decreased utilization of healthcare/office visits/phone calls, helping healthcare providers 
with time management and proving cost effectiveness. 
Interestingly. these five themes relate to the current status of family therapy in 
the treatment of physical illness and in the medical environment: Economic and political 
trends supportive of compartmentalized medical care, reimbursement issues, stigma 
associated with mental health care and mental illness (Lareau & Nelson, 1994), and the 
different culture and structural differences in the fields of medicine and family therapy 
(Clark, Linville, & Rosen, 2009) disciplines may be problematic. Once more, the themes 
of power and culture emerge in the broader context towards achieving a collaborative 
effort. Humans are social beings and exist in relationships. Who is more qualified than 
family therapists to take a position as one of the primary healthcare provider resources? 
Implications 
The benefits of pursuing research in utilizing a biopsychosocial systems 
framework is supported by the literature. I believe we are at a crossroad. Collaboration 
does not mean combining two disciplines with similar lenses, like medicine and 
individual psychotherapy, but expanding the view of how illness and health manifests 
within a person to a relational perspective. family therapists, and other systemic thinkers, 
can impact the way health and illness is viewed, treated, and managed, and can steer 
practice and research towards a more effective model. 
Family therapists practicing outside the primary care setting, should be mindful 
of the physical health of their clients, in addition to any medications they are taking, and 
should establish communication with their clients' primary care physician as necessary. 
57 
Their interventions can effect medical management and treatment. Collaboration with 
medical family therapists and their expertise on families and systems provides an 
expanded lens in which to view and treat illness. 
McDaniel ( 1992) states that the economic cost of establishing a collaborative 
practice are not as influential as resisting a shift to a new paradigm and sharing power. 
Engel ( 1977) confronts his colleagues as to whether comfort in professional identity and 
status stunts progress towards improving the human condition. There is a problem with 
accepting medicaJ fami ly therapists by other psychosocial providers (Grauf-Grounds & 
Sellers, 2006). There is also a mistrust of physicians on the part of therapists who may 
have an anti-medical belief system (Gawinski et al., 1999). 
I believe the differences in the culture, structure and focus of family therapy and 
medicine is what makes the integration and collaboration comprehensive and effective. 
The differences in perspectives broadens the view of presenting problems or symptoms in 
context (Leahy, Galbreath, Powell , & Shinn, 1994 ). Physicians and medical family 
therapists can work on the same goal for the patient with different tools (Clark, Linville, 
& Rosen~ 2009). 
Managed care, patient rei uctance, unavailability of therapists in rural communities 
(on-site collaboration much more utiHzed), financial issues, lack of adequate feedback to 
physician by therapists, lack of understanding what an LMFT is, and the stigma attached 
to mental health care also provide obstacles to collaborative process (Clark et al. , 2009). 
Training sites for medical family therapy interns are also difficult to find. 
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llcalth and healing within a family context is encouraged and supported, or 
dascouraged and prevented, by the larger political and socioeconomic systems in our 
communities (RoJiand & WaJsh, 2005). In the wake of heated healthcare refonn debates ) 
family therapists, systemic thinkers, need to play a more active political role. Integrative 
care - mental health services WITH medical treatment - should be standardized care. 
Behavioral sciences are given a low priority in sciences (Weiner & Lorenz, 1994). There 
are disadvantages to change. Family therapists and systemic thinkers can provide a 
broader lens to view the complex health problems and solutions in context Family 
therapists have an important role in the treatment of physical illnesses. Medical family 
therapy provides the framework within which to practice and to collaborate with other 
healthcare disciplines. 
Recommendations for Future Research 
Research on family therapy as an intervention for the treatment of physical 
diseases is at the point where research on families and schizophrenia was thirty years ago, 
and most of the research on family interventions was not conducted by family researchers 
or based on family science (Campbell, 2003,). 
Campbell's (2003) review of evidence of family intervention and its impact on 
physical health and illness expand on the particular areas for research in the family 
science field which is pertinent to the practice of medical family therapy: Observational 
research on tamilies and health to identify fami ly variables and specific family processes 
which influence health and illness needs to be done. This will facilitate evidence-based 
practaces in family therapy. Randomized control trials with marriage and family therapy 
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need to be based upon family theories and family science. Measured outcomes can be 
brought to insurance companies and can increase recognition, credibility, and support by 
healthcare providers for family therapists in medical settings. 
Intervention studies should measure multiple outcomes within broader family 
systems including individual patient, family members' physical and emotional health, 
quality of dyadic. relationships within a family system, and overall healtbcare costs 
(Campbell, 2003). Interventions attentive to gender and diversity is an additional area in 
healtbcare in which research is lacking. Future studies should include all different types 
of families in structure, culture, and ethnicity. Most current studies are conducted with 
White middle class families (Campbell, 2003, p. 276). Family therapy is attentive to 
these issues. 
Research comparing traditional medical practices and those with medical family 
therapists need to be done measuring cost effectiveness, utilization of heaJthcare, job 
satisfaction, rate of hospitalizations, and patient compliance. Outcome studies across a 
variety of chronic illnesses comparing medical family therapy intervention to controls 
need to be done. Studies comparing family therapy treatment to medication alone are also 
lacking. 
Studies within an action-oriented framework can be beneficial in demonstrating 
medical family therapy's social utility. Many chronic diseases are attributed to Lifestyle, 
and famify histories are connected to predisposition of disease. Obesity has become a 
focus for UnHed States' first lady, Michele Obama, as it has been associated with chronic 
diseases of diabetes, heart disease, and cancer. FamiJy therapy should assert their position 
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a" the most qualified resource on lamilit!S AND systemic theories, and conduct, among 
other types of research, longitudinal studies. Although family therapists take a "one down 
position" within a collaborative practice, the discipline of family therapy should not be 
qu1ct. Family therapy needs to educate the public and the medical protession regarding 
our knowledge and expertise, and we need research to support this position. Family 
therapists can have a Significant impact in the health and well-being of patients, families, 
and communities, and Lhe1r expertise m systems is sorely needed on a more global level 
m policy maktng. 
The age of innocence is over. We now know that human life is a seamless 
cloth spun from biological, psychological, social and cultural threads; that patients 
come with bodies, as well as minds. feelings, interaction patterns and belief 
systems. that there are no biological problems without psychosocial implications, 
and no psychosocial problems without biological implications. 
(McDaniel, Hepworth, & Doherty, 1992, p. 1) 
The distmction between physical and mental disorders is an artifiejaJ and 
culturally determined one (Campbell & Patterson, 1995). Family therapists and 
physicians should be equal partners in helping patients and familles coping with chronic 
illness. TI1e goals and tenets of medical family therapy provide a foundation for a new 
and different way ofhealthcare delivery. 
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